SUMMARY Columnar epithelium-lined oesophagus (CELO) is an acquired disorder associated with a high incidence of cancer. CELO consists of three histological types of epithelium: gastricfundic, junctional, and specialised columnar, the last resembling intestinal metaplasia of the stomach. In a previous study of CELO an incompletely differentiated variant of intestinal metaplasia secreting sulphomucins (type II B) was found. This was shown to be associated with well differentiated adenocarcinoma, as in the stomach. The purpose of this paper has been to define by histochemistry the mucin profile of CELO in 17 patients and to compare it with the mucin profile of the gastroesophageal junction in 27 patients without CELO. In CELO a specialised columnar epithelium was always found and type II B intestinal metaplasia (with sulphomucins) showed the highest incidence (53%). In normal subjects, this type of intestinal metaplasia was found in only three of 27 cases. Type II B intestinal metaplasia has often been considered as a precancerous lesion or as an equivalent of dysplasia; consequently, its high incidence in our study on CELO raises the question of whether this lesion should be considered a high risk condition for adenocarcinoma of the lower oesophagus.
Columnar epithelium-lined oesophagus (CELO), or Barrett's oesophagus, is a disorder in which the lower oesophagus is lined by columnar instead of squamous epithelium. CELO is usually an acquired condition complicating prolonged reflux oesophagitis' and is of considerable interest because there have been several reports of a high incidence of adenocarcinoma arising in CELO, mostly in surgical specimens23 and in some biopsy material.45
Naef et a! established the premalignant character of CELO, finding a 10% incidence of adenocarcinomas in a series of 140 biopsy samples. In another biopsy series, Savary et a!5 found an even higher incidence (15.7%) of malignant changes in CELO.
Paull et a!6 showed that CELO con'sisted of three histological types of epithelium: gastric-fundic, junctional, and specialised columnar. The last is a very distinctive epithelium,7 resembling intestinal metaplasia of the stomach. Jass8 showed that mucin histochemistry was helpful in further classifying specialised columnar epithelium. They found an Peuchmaur, Potet, Goldfain (Fig. 2) . Type II B showed the highest incidence and was fairly extensive but often focal and associated with other types of intestinal metaplasia. Table 3 shows the incidence of intestinal metaplasia subtypes I, II A, and II B.* Forms of transition in terms of morphology and mucin profiles between these three well recognisable variants were also noted (I-II A, I-II A-II B, II A-II B). Nine of 17 cases of CELO (about half) showed the presence of sulphomucins. Thompson et al'7 suggested that Barrett's oesophagus (CELO) could be important as a precursor of adenocarcinoma arising in the region of the lower oesophagus and gastroesophageal junction. In six biopsy specimens taken from the gastroesophageal junction of patients with reflux oesophagitis but without CELO, intestinal metaplasia of either type II A (three) or type II B (three) was found. These results suggcst that the same type of intestinal metaplasia could be present in patients with reflux oesophagitis, whether intestinal metaplasia is found above (that is, CELO) or at the level of an endoscopically normal gastroesophageal junction. Consequently, the pathogenesis of adenocarcinoma of the lower oesophagus and of adenocarcinomas arising in the gastric cardia could be identical.
It would be of considerable interest to obtain a complete follow up of patients whose biopsy specimens contained II 
